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SECTION I - INTRODUCTION 
i 

I. INTRODUCTION 

A. Introduction 
/ 

J 

The Kentucky Medicaid Program Impact,Ihs Manual provides 
Medicaid providers with a tool to be used when providing services 
to qualified Medicaid recipients. This fhanuaI provides basic 
information concerning coverage and policy. Precise adherence to 
policy shall be imperative. 

E. Fiscal Agerit 

The Department for Medicaid Services shall be bound by both 
Federai and State statutek and regulations governing the admin- 
istration of the State Plah. The state shall not be reimbursed by the 
federal government fq’rnonies improperly paid to providers for non- 
covered unallowable,medical services. Therefore, Kentucky 
Medicaid may requbst a return of any monies improperly paid to 
providers for nonfiovered services. 

I 
I 

/ 
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-- - - 
II. KENTUCKY MEDICAJD P~~~~~ 

/ 
A. Policy 

The basic objective of the Kentucky Medicajd Program shall be to 
ensure the availability and accessibility of quality medical care to 
eligible program recipients. The Medicai& Program shall be the 
payor of last resort. If the patient has adinsurance policy, veter- 
an's coverage, or other third party coverage of medical expenses, 
that party shall be primarily liable for the patient's medical ex- 
penses. Accordingly, the provider of $ervice shall seek reimburse- 
ment from the third party groups far medic81 setvices provided prior 
to bilhg hkdicaid. If a provider receives payment from a recipient, 
payn?€Xit Shaii fiUf be i7ladf? by fded$i%id. 
a third pa@$, i;r;edieaid shall not be respmsib!~ for any iui-t;Pw 
p3y KG r, I a iji)ve ti3 e $4 ed ic3 id 

I f  i3 pay!TlHU. rS R l X k  kk 

Z X ~  & ti 3 i 1 3 ~ ~  b ie C!T 3 rg e. 

In additroq to stattitory and reguiatory p:ovisiot:s. several specific 
poiicies  ha;^ been established t h h g  h' the aSsistance of 
pnfeessisnal advisory committees. Principally. s'3t-r~ of these 
policies arc, as f o i i o v ~  

All participating providers shall 'agree to provide medical treatment 
according to standard medica)' practice accepted by their profes- 
sional organization and to prbvide Medicaid services in compliance 
with federal and state statu s regardless of age, color, creed, dis- 
ability, ethnicity, gender, qarital status, national origin, race, reli- 
gion, or sexual orientatiori. 

Providers shall comply with the Americans with Disabilities Act and 
any amendments, ryl'es and regulations of this act. 

Each medical pr fessional shall be given the choice of whether or 

professionals< who have chosen to participate, recipients may select 
the provider from whom they wish to receive their medical care, 

)k 
i 

b/ 

I 

not to particippe P in the Kentucky Medicaid Program. From those 
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If the Department makes payment for a covered service'and the 
provider accepts this payment in accordance with the Department's 
fee structure, the amounts paid shall be considered payment in full; 
a bill for the same service shall not be tendered to the recipient, 

recipient. The provider may bill the recipient for services not 
covered by Kentucky Medicaid. t 

The provider's adherence to the applicatioh of policies in this 
manual shail be monitored through either postpayment review of 
claims by the Departmerit, or computer audits or edits of claimc. 
When computer audits or edits fail to function pnperiy, the 
application of policies in this manual shall remain in effect. Thsre- 

m2;"k 

and a payment for the same service shall not be/ 1 accepted from the 

fare. .:*!aitns shali be subject tcl postpajment rii*hfiet?l by the P*qXf* 

MI services provided to eiigible Medicaid recipients shali be on a 
level of care that is equal to that ex%ended private patients, and 0t7 
a Ievei normally expected of a person scidng the puGI~c in a 
professional capacity. ; 

All recipients shall be ,hitled to the same level of confidentiality 
afforded persons NOT eligible for Medicaid benefits. 

Claims shall not be'allowed for services outside the scope of allow- 
able benefits wit$n a particular program specialty. Likewise, 
claims shall not/be paid for services that required and were not 
granted prior g'uthorization by the Kentucky Medicaid Program. In 
addition, prgdiders are subject to provisions in 907 KAR 1:672, 907 
KAR 1:672jand 907 KAR 1:673. 

,/ 
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SECTION II - KENTUCKY MEDICAID PROGRAM 

Claims shall not be paid for medically unnecessary items, services, 
or supplies. The recipient may be billed for non-coveted items and 
services. Providers shall notify recipients in advance of their 
liability for the charges for non-medically necesgary and non- 
covered services. 

If a recipient makes payment for a covefkd service, and that 
payment is accepted by the provider qs either partial payment or 
payment in full for that service, responsibility for reimbursement 
shall not be attached to the Department and a bill for the same 
service shall not be paid by the Dbpartment. However, a recipient 
with spenidown coverage may be’ respansible for a porficln d the 
medical expenses they have ir,curred. 

/’ 

/* 

3% m , -v~!~  
Accord!ng to feaarzii reguiations, c k m s  shsl! be b i k d  10 tdeiiicad 
within t\r\;elve i‘i2) months of the date of sewice or six (6) nm~lt-rs 
frcm the adjucficaticln date of the li/ledicare payment date or oti-ier 
irrsi;rance. Federal regtilatioris define “Timely submission of 
clains” as ~eceived by Medicaid “no later than twelve (12) months 
fron the date of service.” Received is defined in 42 CFR 
447.45(d)(5) as follows, “Theidate of receipt is the date the agency 
receives the claim, as indicated by its date stamp on the claim.” To 
consider those claims twelfe (12) months past the service date for 
processing, the provider shall attach documentation showing 
RECEIPT by Medicaid, the fiscal agent and documentation 
showing subsequent ylling efforts. Claim copies alone shall not be 
acceptable documentation of timely billing. ONLY twelve (12) 
months shall elapsp‘ between EACH RECEIPT of the aged claim by 
the program. /** 

/ 

i 
/ 
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SECTION It - KENTUCKY MEDiCAID PROGRAM 

C. Kentucky Patient Access and Care System (KenPAC) ' 

KenPAC is a statewide patient care system whichprovides 
Medicaid recipients with a primary care provideri The primary care 
provider shall be responsible for providing or atranging for the 
recipient's primary care and for referral of omer medical services. 
KenPAC recipients shall be identified by agreen Medical 
Assistance Identification (MAID) card. ti 

D. Lock-In Program 

The Depadr17ent shall monitor and review ~~tifization patterns of 
Medicaid recisitwits to errsure that benefits received are at an 
apppr ietz frequency and are mdicaily necessary given rhe 
conditla~; presented by the recipient. The Departmefit shall 

be i~tki-~; t i l ;~i i^g the M e d ~ i d  Progi-zm. 

T-ie ~epattment sha~l assign QW ( j )  physi~ian to serve as a case 
nanapr  and ope (1) phzrr?"!acy. The recipient shafl be required t~ 
i;tiIize cjniy "12 sm~ ices  of tt-kse providm, except in cases of 
emergency services and appropriate referrals by the case 
manager. In addition, provider and recipients shall comply with the 
provisions set forth in 307,'KAR 1 :677, Medicaid Recipient Lock-in. 

Providers who are not +signated as lock-in case managers or 
pharmacies shall not receive payment for services provided to a 
recipient assigned tq2he lock-in program, unless the case manager 
has pre-approved $ referral or for emergency services. Recipients 
assigned to the lock-in program shall have a pink MAID card and 
the name of the case manager and pharmacy shall appear on the 
face of the cgrd. 

5 ~ ~ ; ~ p l ~ i ~ t s  coxp-nirg recipi~r;':~ 3r.1 beliei e;; 19 

d 
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SECTtON I I I  - COMBITIONS OF PARTlCiPATtON i 

Ill. CONDITIONS OF PARTICIPATION 

A. General lnforn-Istion 
f 

Effective January I, 1998, the Departmdkt for Medicaid 
Services (DMS) will provide coverage and payment for 
Impact Plus Services by agreemqd with the state Title V 
agency, the Department for Pubgc Health. Impact Plus 
covers targeted case managyment and rehabilitative 
services for children under a'ge 21 with complex behavioral 
health treatment needs. 

E3. Provider Qualifications 

The following barticlpatior; forms are required to be 
completed by, each provider of services: 

(1) Proyider Agreement (MAP-343) 
(2) Pr&ider Disclosure Form (MAP-34%) 
(3) Yrovider Information Sheet (MAP-344) 

Aficjfieceipt of these completed farms, the DMS shall 
adign a provider number to be used for identification 

,.&nd billing purposes. 

i 

/ 
f 

,.- .. ~ . _I ĉ  
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SECTION I l l  - CONDITIONS OF PARTICIPATION 
I 

(2) Subcontractor qualificatiom shall be any of the 
fGfl0WhiJ: i 

(a) I nde pend en t C I in ica 1 Practitioners 
,/* 

Psychiatrists or other'ficensed medical 
doctors 1' 

Licensed Psychologist in 
accordance' with KRS 31 9.050 

Certified Psychdogist with 
Actorrb rnc us F tinslio rt ing 

(8)  ,#: Certified Professional Counselor 
/ &\ Certified Professional Art Therapist 

8'' (20) Certified Alcohol arid Drug Counselor 
i' (Limited to Substance Abuse Services) 
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/ 

- 
SECTION 111 - CONDITIONS OF PARTICIPkTiQN 

(4)  Drug Abuse Treatrnsrrt aird 
EdUCatiQr7 (DATE) CWtterS 
Accordance with 9Q5 KAR f : O t O -  
260 

I 

(5)  Non-Medical Alcohol Treatrnei?t 
I 

and Education (NATE) Centers in 
Accordance with 908 KAR I :010- f 

i 
,! 260 

I 

(6) Organizations accredited by The 
Joint Commission for the 

I 

i Accreditation of Healthcare 
1 Organizations (JCAHO) 

/' 

/ (7) Organizations accredited by the 
council on Accreditation of 
Services for Families and 

/' Children (COA), .. -_ - -  
L 

/? 
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SECTION Ill - CONDtTlUNS GF PARTICIPATION I 

All subcontractors shall, as a part o i  the 
application process to become a 
sub-provider, provide either verificstion of a 
state police records check or$gned releases 
to enable DMHMRS or DCBS to 
complete a state police r cords check. 

required verification,/both group and individual, 
shall include a cb&k, payable to the Kentucky 
State Treasurer,' far the cost of obtaining the 
records check. 

Each sub-contractor, ifiunable 7' to provide 

(a) Practitioners with Cfiriical Swpervisicn 

i f )  ~ Psycholugicai Associate or Certified 
Psychologist under the supervision of 

I a Licensed Psychologist in accordance 
/ with KRS 319.064 or KRS 319.056 

Certified Social Worker under the 
supervision of a Licensed Clinical 
Social Worker (LCSW) in accordance 

i 

(2)' 

i 
I 

/' with KRS 335.080 
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SECTION I l l  - CONDITIONS OF PARTICIPATION 

( 6 )  Therapeutic Support Staff 

(I) Therapeutic Child Support Professionaf 
under the supewisiondof an 
Independent Clinic,al Practitioner or 
Practitioner with,Clinical Supervision 

Therapeutic ,Child Support Professional 
shall: 

(aaj ha& a Bachelor's degree ::fr bz a 

/ 

Registered Nurse; and 

Qcc) have 60 class kours of trainir7g irr 
j children's behavioral heaith (three 

(3) college level credits tn courses 
reiated to chiid developn-teni or 
services to children in an 
accredited academic institution is 
equivalent to 30 class hours of i 

! training); and 
/ 

I 

(dd) complete required training within six 
months of employment or by 
January 1,1999 if employed at the 
initiation of 907 KAR 3:030. 

i 

Therapeutic Child Support Profedsionals assist in the development and 
implementation of family suppc6-t plans that outline therapeutic intervention 
techniques for the managedent of behaviors or the development and 
reinforcement of competed social interactions. They are also responsible for the 
supervision of Therapeujic- Child Support Staff. Therapeutic Child Support 
Professionals are supervised, at a minimum, two times per month (at least once ~ 

individually) by apfndependent Clinical Practitioner or a Practitioner with clinical - 
,' 

-\ supervision. <,- 
, ,-" 

/ -.. -- \ 
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SECTION Ill - CONDITIONS OF PARTlCIPATiON 

(2) Therapeutic Child Support’ktaff mder 
supervision of a Therap&tic Child 
sup port profession a c te‘ 
Practitioner with Cfiical Supervision, 
or Independent JZ’6nical Practitioner. 
They are supyGsed at a minimum; two 
times per qdjnth (at least once 
individual1 yf. 

I 

/” 

jbbi 

1 

occf 

i 

/ I 

ii 
I 

i 

,/ 
i’ 

have one year of ~uper~~ised 
experierrce working in a human 
service program or ooe year crf 
ccrt[ege; and 

IR addition to the above, suppat 
staff who provide one-on-one 
services to children, away from 
the direct supervision of an 
Independent Clinical 
Practitioner, Practitioner with 
Clinical Supervision, or one crf 
Therapeutic Child Support 
Professionals or Staff listed 
above, shall have had at least six 
(6) months experience working 
with children in a supervised 
program setting. 
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SECTION lit - CONDITIONS OF PARTlCiPATION 

(3) Parent to Parent Support Staff 

Parent to Parent Support $ t h ~   sf-^ 
earn ten (10) hours of injtkl and 
continuing training per year to obtain 
and maintain certificjdon. 
Documentation ofidertification shall 
be maintained tjdough the Office of 
Family LeadyShip. 

TherapeuJik support sewices may 31.~0 

be provided by parents of a child with 
an eiqbtiona~, behavioral, cx mentzl 
ciissdity who 172s receivsd ;It ieasr c ~ t e  
slat6 funded sen4c.e fcr trtat crrifd's 

st& shall work under fhe supei.: 
of ab tnciepeiid~3nt Ctinicai Fractitiotier, 
Fra$itioner with Clinical ~upervision, or 
a Therapeutic Child Support 
Professional. They 8re supervi.sed at a 
minihum, two times per month (at least 
oncd individuaiiy). 

/ 

diSa/liIity. F"are3t t'3 ?ar@nX SL!pk>Gia 

(c> case Manbgers 

(I) d' CBS case manager (for children 
An the custody of or under the 
supervision of DCBS 

Impact Service Coordinator (for case 
inanagernent services only) 

<. (3) Other case managers who meet the 

1 
i 

i 
(2( 
,/ 

!' 

/ 

/' following: 
. ". 

- _ _  _c (aa) A Bachelor of Arts or Science 
*- Degree in any of the behavioral . 

sciences from an accredited 
L 

,- 
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SECTION III - CONDITlOtJS OF PARTICIPATION 

instituticn. Sehavioral sciences 
include psychology, sociology, 
social work, human services, and 
special education; and 

(bb) One (1) year of experience in 
performing case management 
services or working directly with 
children. A Masters Degree in a 
behavioral science can substitute 
for the Q E ~  (1) year experience; 
and 

(dd) Shall work lirrder the supexisic;~ 
of an Independent Clinical 
Practitioner, Practitioner with 
C!inicaI Supervision, Therapeutic 
Child Support Professional or by 
a case manager with two (2) 
years of case management 
experience. 

(d) Therapeutic Foster Parents 

Therapeutic Foster Parents, under 
clinical supervision, provide in-home 
support services to children who receive 
Therapeutic Foster Care Services. 
Each foster parent shall meet the 
following requirements: 

L 

/-' 
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SECTION III - CONDITIONS OF PARTICIPATION 

@a) Be approved and supervised by a 
child-placing agency licensed in 
accordance with KRS 199.640 and 
505 KAR f:310. 

(bb) Complete Thirty (Mj hours of pfe- 
service training <using an approved 
curriculum; apd 

fcc) Twenty-fqur (24) hours of continuing 
training the first year and every year 

children with an emotional disabiiity. 
IJo mare than six h9ili-s of anr~aai 
t;*airring shaii ba provided ifsroiigh 
ird;vidUi?l co:~stt~rat;i011. 

th€%&er related to the Gar9 of 

s Q ii I i fica t io 17s of C, hi Id r en 

impact PiuS sewices shall be awilabte to ~entuckg 
hkdicaid-elbible chiidren under aye 21 who have 
complex behavioral health care needs and: 

(1) 

I 

mee the conditions and circumstances 
of t i e Department for Community Based 
Services to be defined as a child and in the 
cu'stody of the state, under the supervision of 

/ the state or at risk of being in the custody of 
-' the state and is in an institution or at risk of 

institutionalization. 

,J' OR 
,/' 

it i alization. 
(2) Is in an institution or is at risk of institution- 

- __- 
', 
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SECTION ! I 1  - CONDITIOIdS OF FARTICIPATION 

D. impact Plus Process 

(? 1 Medkaid-eligible chiidren who tiwet. the criteria 
in C.I .  above, shall be reviewed at 
the local level by the BCBS District 
Manager or designee, who sh? determine the 
appropriateness of community-based Impact 
Plus Services, and if approbiate shalt 
authorize case mimagen,Gi?t aewices. 

If DCBS determines that i3 child is not 
appropriate for imphct Picis Services, :hen the 
District Manager slsal! foi-wrd this informatien 

patient proyiders vdm rj7ight sente the chila. 
fa DMSk Pee: Review Organiretizn and h i -  

The BCES Btstrict Manager shall hek% LhE 
authority to suthorize emergeixy S ~ W ~ C E S .  

~ ~ ~ ~ i ~ ~ i ~ - e i j ~ ~ ~ ~ ~  chiidren who meet the critei-h 
in C. 2 pbove shail be reviewed at the /ocA 
level by the Regisnzl Interagency Council 
(RIAC) ;or designee, who shall determine the 
appropiiateness of community-based Impact 
Plus S/xvices, and if appropriate shall 
authorice case management services. 

If thfRIAC determines that a child is not 
appropriate for Impact Plus Services, then the 
R)AC shall forward this information to DMS's 
.Peer Review Organization and in-patient 

/ 

,!'providers who might serve the child. 
<fX 

,/* The RIAC chair or designee shall have the 
authority to authorize emergency services. 
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SECTION I I I  - CONDiTtONS OF PARTiClPATK?fv 

Clierrt Rights 

(1) Clients shall have freedom of choice of 
case management providers for Impact 
Plus services; 

(2) Clients shall havg freedom of choice of . 

i 

i 

ail service providers of any other 
Mediczid-covered services. 

!~4/redicai records shall substantiate senlice$ billed. 
Records shati inclgde a sewice p!an, type of S E R ~ C B  

provided, vtlritteti description of service, ciate of 
sewice, number of vnits or starting and ending tii3E8, 

place of service, and the staff person Q F  pers5r.i~ 
prcviding the sewice. All records shall be persunafiy 
signed and datkd by the person prwiding the service. 
Service provis,bns which require supervision shall 
also require a’co-signer. 

Records shall be maintained for a minimum of five (5) 
years and for any additional time as may be 
necessag’in the event of an audit exception or other 
dispute ;’The records and any other information 
regayd-ng payments shall be maintained in an 
organized file and furnished upon request and made 
&ailable for inspection and copying by Department 

dpet-s.onnel or other agencies referenced in 907 KAH 
3:030. 

/ 
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sEcrior4 IV- COVERED SERVICES 

iV. COVERED SERVICES 

impact Pius covered services may include. 

A. Individual Services 

i 

/ 

,/ 

Individual service is defined as any service provided to a child on 
an individual basis. Services shall be provitied by staff who meet 
the credentials as referenced in Section ill, Conditions of 
Participation, of Ibis manual. 

Exampits c;r' these sewlces inciude, bur zre nc,: iimited 13: 

2 s y ch ot f i  era p y ( i tld !vi ci G a I a n d g ro L! p ) in c! u d i ng the 
deveiopment of ai7 individual plan of treatmei-it, the provisit n 
of clinical servises in accordance with the plan of treatmerit, 
emergency services, and expressive therapy. These 
services shall be limited to Independent Clinical 
Practitioners a i d  Practitioners with Clinical Supervision. 

/ 

/ 
Prescriptions' of medications and on-going management of 
medications! This service shall be limited to physicians 
and ARNP;. 

Ther?deutic intervention techniques for the management of 
behaviors or the development and reinforcement of 

pompetent social interactions. 

i 
/ 
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SECTION IV- COVERED SERVfCES 

5) Therapeutic Child Support Services 

These services shall be provided by therapeutic‘ child 
support staff or parent to parent support staft who are 
supervised according to Section Ill, Conditiins of 
Participation of this manual. These intetyentions and 
services shall be identified in the childjs’service plan and 
may include the following: 

fa) Therapeutic family support groups. They are 
provided singly, or in combination with other family 
members or parents to assist the child and fsmily irr 
understanding, identifying and coping vdth stresses 
zssocisted with the child’s disatiiLtd. These seriiices 
m t i y  irdclde, but’aie r;ct h ~ i k 5  to, stipporrive skiik 
traii-hg and the forming and ica3irg of suppc.Z 
3 rpg nF 
i P,-- 

- 
(b) 1 herapeutic; independent Irving transition strppods. 

These services are provided for those youths who, 
because of age, are about to trznsition from many 
of the servkxs and support provided to younger 
children wilh a similar disability. These services t7:2y 
include, but are not limited to, interventions and 
therapeutio‘ supports that will assist the youth in 
developing the necessary skills in preparation for an 
independknt living setting. Services can include 
assessmbnt of a youth’s aptitude for vocational 
training:and skill training. Therapeutic intervention 
techniques and supports to the youth, parent and 
oth# family members, are offered for aiding and 
enipowering the youth during the transition. Periodic 

2’ X6onitoring of the youth’s progress is another support 
” that may exist during the transition. 

i 
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- 
(c} Behavior management skills training. This service 

involves supportive intervention techniques and 
assistance for the chiid and his or her family 
regarding behavior management techniques and 
interventions. This service may indude, but is not 
limited to, assisting the parents dguardians in 
implementing a behavior maqdgement plan for the 
child. This service may aisd'include individual and 
group instruction for the child and family members to 
assist in recognizing and coping with the child's 
maladaptive behaviohf patterns. it may afso provide 
an opportunity for the child to practice adaptive and 
appropriate behaylors with a focus on needed 
interventions by the iarniiy. 

(df ir!-h~mte S U P P U ~  This S E I L ' I C ~  ~ E V O I V ~ S  Ii.15 pr~!\!isi~l? 
af consuttation artd ~tduccntiort services in the ctl;ii_i's 
hame setting i~ the child, parents and family 
members. This service is intended to decrease r3r 
minimize the ,child's risk clf imminent hospitalization hkt 
stabilizing the home e~~i ionment .  This service mey 
include; I 

4 )  ,' assessmefit of the child's current living 
situation, 

assisting the parents and family 
members in restructuring the child's 
home living situation, and 

therapeutic techniques training for 
parents and other family members, 
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( e )  Mentoring with the child. This service is provlded for 
the purpose of assisting a child with building social 
skills and modeling appropriate sociai be,h’aviors for 
the child. Such supportive interventions h a y  include 
the enhancement of appropriate social interactions 
and daily living skills and interventipn techniques 
building upon the chiid’s strengths’. 

(9 Parent to Parent support, education and mentoring. 
m his service involves the prdvision of training and 
educating a child’s parent or guardian of their 
imporiance in the developmerit of the chiid’s service 
plan. Services to the parent are provided 02 Sehaif of 
the chiid. This sewice may irdtide; 

2) de\te!oping advocacy skilis; 

31 helping to train and empower parents 
tQ’ address a child’s case management 
deeds through participation in the 
child’s service planning meeting@), and 

I 

4) ,! modeling communication and inter- 
: vention strategies. 

i 

I 

This seqice shall be provided by a parent of a child 
with iy emotional, behavioral, or mental disability who 
hasxeceived at least one state funded service for that 
cp&s disability. 

,-Ls”Reimbursement for this service shall not be made for 
a child who is related to or living with the parent to r 

parent sfaft. ---__-- *- 
Y 
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f 
,/ B. Group Services 

, 

Group services are those services provided in a gmkp setting. A 
group shall be defined as two or mare children. ,rj '  

d 
/ 

Examples and provider limitations of these serdices are referenced 
in (A) above, but in a group setting. ,/ 

Collatera! Services are fgce-to-fzce itncomters ~r;rith parents. !$gat 
rap~s~tstives.  schcd perscxnei CJP cths pe:sons ir, the p c % k ~  
cf : ; ~ ~ k , d d  ~or,tl-ot t;i supsrvision G=T h e  ct;ef;t for the yiirpme cf 
pi'n,l"&pig ~~~~~~~~~~~~~ 08 b3hr;lf Of ' thG C k i k l  tr-i acncrdsrlce !4'ith '.he 
cl.hiid's treafrtlerrt plat?. 

Exan;plss of these services are: 

4 )  Tkerapwtic assistance td parentis) or other caregivers 
through the teaching of mental health intervention 
techniques; including t& recording of behaviors and 
responses for use in qbtermining the treatment plan m d  any 
changes to an existi@ treatment plan. 

/ Consultation serv$es to parent(s); caregivers, or other 
persons of the cpild's team to assure an appropriate 
understanding -df the treatment goals and the strategies 
for successfyt'implementation and follow-up. 

Collateral sen/@& may be provided either individually or in a group 
setting and $all only be provided by fndependent Clinical 
Practitiopk and Practitioners with Clinical Supervision as 
referm6ed in Section I l l ,  Conditions of Participation, of this manual. 

i 
2) 

i 

-..* _."_. J' 
*.- 

I.\ 
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D. Targeted Case Management Services 

Case management services are defined as services to assist 
children in gaining needed medical, educational, social aqd other 
support services. Case management services may include: 

assessment of family strengths and needs, ‘ 

assistance in developing, coordinating, and ’sccessing 
services in the individual sewice plan an#‘ family suppod 
plan, 

parkipation in the development of other i-rumari service 
pians for the child. ’ , 

; 
Limitations of Targetbd Case Management Sewices 

Case managemet$ services shall not include: 

1, 

2 .  
-.-- - / - ~ *  

3. 

il 
1’ 
i 

The actdal provisions of treatments; 

Y&ach activities to potential clients; 

Administrative activities associated with Medicaid 
eligibility determinations, appfication processing, etc.; 

t I 
< 
\ 

.. t 
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4 .  Instittitianal Discharge Planning - This sewice is 
required as 2 condition of p2yment for institutional 
(hospital, nursing facilities) setvices and thexejore, 
shall not be covered under the Targeted Case 
Management Program. The case management provider 
may bill, however, for case managemerlt services 
performed either in the month prior tolor month of 
discharge from the facility to prepare ‘for the 
individual’s return to the community; 

5. Pranspott&isn services solely for the purpose of 
transporting the ndiuidual; and 

i This unit ejf service requires, at least, four ( 4 )  contacts 
per month: one (I) contact shail be face-to-face with the 
child and one (Sj face-to-face with the parentlguardian. The 
record shall designate in some manner the four (4) required 
service contacts each ,month for billing purposes. 

The requirement of $ur (4) service contacts per month is 
still required for chi)dren in out-of-region or out-of-state 
placements. A telgphone contact with the child may 
substitute for ther face-to-face contact. However, the face-to- 
face contact is./strongly encouraged. The face-to-face 
contact with,the parentlguardian shail not be substituted. 

I 

2. 

c 
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E. Therapeutic After School and Summer Pmgrarns I 

These programs are defined as structured day programs foctlsing 
on the use of appropriate behaviors and social.skills in group 
activities with other children. Unlike day treatment, therapeutic: 
after school and summer programs do not ,jnclude an accredited 
educational curriculum provided in colfabdration with a certified 
educational program. 

All setvices shaif be provided in accprdance with an indlviduai 
treatment plan and may incitrcfe: 

group activities Il-~st pra~~s te  deveioy;mentai!y appmpriat5 
;ficiai skiiis with ihe chiid and irritit the fzrniiy; 
t?aily clinicai ~crnitc~clnilg 2nd intewienlion; 
+-4i~ich$~ groupI or family therapy: 
cosrdination with teackers, pareals, caregivers; 
sckeduie;d activities 'that promote faamiiy involvemerit and 
einpowe: the fairiiiy to meet the child's needs; 

= 

t recreation therapy: and 
o an ~~~~~~~~~~~~~~ beht3vioral RiaKigemetlt (Z4ai-i 

developed by an independent Clinical Practitioner or 
practitioner under clicicat supervision 

Programs shall have continuing on-site supervision by an 
Independent Clinical Practitioner. Staff to child ratio shait be at a 
minimum, two (2) staff for eve& eight (8) children fur Therapeutic 
Activities and, at a minimum,> 'one (1) Independent Clinical 
Practitioner or Practitioner ybder Clinical Supervision and one (1) 
other staff person for each klinicat group activity. 

Typically these services< will be provided by staff employed by one 
of the following: 

1) 

i 

a comrnunitj/ mental health center 
a child ,GSring or placing agency 

3 ' 1  a D A E  center 
4) a NATE center 
5)----' a hospital 

.. 
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6) a community school building 
7) a clinic 
8) an outpatient office 

F. Day Treatment Services 

Day treatment is defined as a community-based program of 
diagnostic, treatment, and rehabilitative seryices provided in 
collaboration with the specizl education services of the Local 
Education Authority (LEA) on schod cia$. This sewice may also 
be provided drJring the summet-. 

All sewices shall be provided in sccciidance with an individual 
treatmerrt plan and shall include, but not be limited to: 

individual, group or fabily counseiing; 
behavior managemet$ or social skills training; . treatment-based schboling provided by the LEA, as 
required by law (nohovered under Medicaid); 

6 independent livingkkills for youth age 14 and above 
6 scheduled activitibs to promote family involvement and to 

empower the fqhily to meet the child’s needs; and 
a services desi ’ ed to explore and link with community 

family with transition to community services after 
discharge. 

resources be rg” ore discharge and to assist the child and 

? 
A linkage ag’eernent between fhe a g e ~ c y  providing clinical service 

provision of the following: 
‘‘-and_tbe &A shall identify the responsibility of each party for the 

L 
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a continuing on-site supervision by a Independent :Clinical 
Practitioner; 

appropriately licensed teachers; I 

c educational s ~ p p o r t ~  (classroom aides, textbobks); 
/ 
i physical education and recreational therapip: 

6 transportation; and 
transition planning. 

educational facilities; 

i 

The program shall have unified policies and pmiedures accepted 
by both education and mental health staff whi,& address program 
philosophy, admission and exit criteria, admission process, staff 
trai~ing and ic~egrated case planning. Staff, to chiid ratio shdl be, 
st a mir-$nwr;i, tvm (2) sia8 with eight (8) children ior therape~tic 
sctiuities 2nd, 
Practitioxx or Practitiori~r t f n d ~ r  CIinicar Supenkion 2nd one {i ) 

3 yfiinimm-t, cne (’I) Inc@pendePf Cirniwr 

other stair’ persou for each clinical group activity. 

The indivicf~~al treatment plan sitali be coordinated with the 
individt:al Educational Plan. Homebound instruction will not be 
permitted. 

G, Partial Hospitalization Sewices 
I 

Partial hospitalization is definedas an organized intensive 
treatment program offering lep’s than 24-hour daily care, available 
five to seven days per week,as an alternative to inpatient treatment 
which provides a stable thgtapeutic environment for the compre- 
hensive assessment, diaFosis, and treatment of complex 
behavioral health needg:’ 

Appropriate for shopterm treatment when a highly structured 
environment but not 24-hour intensive treatment is needed. 
All services styli‘be provided in accordance with an individual 
treatment plan and shalt inctude but not be limited to: 

/ 

/ 

‘” ..;’ daily psychiatric oversight and inanayemerit which ~~,--- ”,*’ 

includes daily communication with staff delivering direct 
L 
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services and face-to-face contact ~ i t h  the child one or 
r n m  times per week 
continuous nursing coverage; 
multi-disciplinary treatment team; 
rehabilitative therapy; 
individual, group or family counsqling; 
medication evaluation, educatiar),' and management; 
behavior management or socialiskills training; 
treatment-based schooling provided by Local Educ~t im 
Authority (LEA), as required by taw (not covered under 
Medicaid); 
scheduled activities izihich promote fzniiy involvemcnl, 
and 
rhe deqeioprienl with [ne child and famiiy of a crisis pi at-^ 
t~ assist wiih stzbilizatisn during nm- program hours. 

F, fhkags agleer 

fot iowi nc j  

t b e t w ~ ~ ~  the agt;rrcy pravJirtg ciinicai s w ~ i c e  
2nd the LEA shail fdet?tify tbe responsibtlky for 'the przvision of the 

B: cantinuiry cz-site supewision by a fndependnnt Clinic21 
Practitioner; 

educational sttpporb (classroom aides, textbooks); 
educational facilities financed by the LEA as required by 
law (not covered under Medicaid); 
physical educati$n and recreatianal therapies; 

appropriately iicenseif teachers; 

6 transporiation; and 
E transition plaqliing. 

I 

The program shall h/aice unified policies and procedures accepted 
by both education and mental health staff which address program 
philosophy, admiskion and exit criteria, admission process, staff 
training and inJdgrated case planning. 

The indivi Gal treatment plan shaii be coordinated with the 
r' 

lndividlta ? <  ized Educational Plan. 
,I .. 

,," 
4. ---' 

___y ----- "_ .-_-_._ _" _-- I -I) _- ..--I__.. - -------,-.-- -.------ "7RM.j s !vl fT'T{J. #I I DSr-? "E 4.1 'i 
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~ 

Services shall be provided by staff (professional and suppht) 
employed by or under contract with an agency ilcertsed,.as either a 
community mental health center or hospital. Staff to phiid ratio 
shall be, at a minimum, two (2) staff with eight (8) children for 
therapeutic activities and, at a minimum, one (I) &dependent 
Clinical Practitioner or Practitioner under ClinicdSupervision and 
one (I) other staff person for each clinical grollp activity. 

H. Intensive Out-patient Services , 

Intensive out-patient services cansist of a srructured 
cornpr&fiensiue program of indi\ldua! and grouE; acti,tities prcj*;~ded 
at feast ‘ifme (3) times weekly for a minimurn of hi; (2) hours’ pet- 
day. 

csa sm~ ices  sF-4f be p r ~ ~ i d e d  by 3n t n d ~ ~ e x k n t  2i:nic’;i 
Frxtitionet’, Fracti:tone: with C iinical Sqxmisim, qualified 
substance d ~ s e  profeisiond, cui-mxmity mental i;s;kh center, a 
~;ospitai, or a NATE 05 DATE cmtrr .  

NOTE: ?he foIl~\vit~g tist f!. through L,) ~ 8 e c t s  PeSident!iii krealrmxt 
services covered under’hpact Plus. Note these serifices i;-rc!ude 
overnight stays and thb cost of room and board is not covered. 

1. 
i 

Therapestic Fo’ ter Care Services 

Therapeutic faster care is provided through a Therapeutic Foster 
Famity Treat$ent plan that is part of the individual service plan and 
coordinated with service plans by other agencies for the child that 
includes: / 

/ 

; 
i 

Weekly’in-home clinical supervision and support by an 
lnde endent Clinical Practitioner or Practitioner with Clinical 
Su$tision of the Therapeutic Foster Parent? 
Bphavior management plan developed by the clinical services 
provider and implemented and documented daily by the 

c 

, Therapeutic Foster Parent: 
9 

_. +-”.* Crisis stabilization plan; /-.” 
P .- 
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Identified supports for the Therapeutic FasteriParents (e.9.. 
foster parent support groups, etc.); and 
Plan for involvement and visitation of the $ild with the birth 
famiiylguardianslor other natural suppot$ unless prohibited by 
the court. 6 

i 

i 

These services shall be provided by a fherapeutic Foster Parent 
under the supervision of an lndependjk Clinical Practitioner or 
Practitioner with Clinical Supervisioni'employed by or under contract 
with a licensed child placing agency and in a home setting where 
the therapeutic fcster parent resicjes. 

J .  Therapeutic G r w p  REsidentiaf Csre Senkes 

Tka a[--er~:i- g r w p  residentiz! care includes spe;idized pop-s'71s 

sexuai victir-iCz~ltctn ;nd,o: perpttrator; iir cirl/dren A ith &a! 

f 

d c:) ; x I % c ~ : [ ~ ~  papuldticn: e . ~ . ,  ~hJc'ren \;lith B I-tiSto;-jf ~7f 

diagnosis. 

Services pro\jided ihrough z residential treatment p l ~ ~  thzt is 
part of the individual sspice plan 2nd coordinated with servxe 
plans by other agencies for the child that inctudes: 

i 

weekly on-site clifhcal supervision and continuing consultation 
and support of tpe residential staff by an Independent Clinical 
Practitioner: / 
behavior manigement plan developed by the Ipdependent 
Clinical Pract' ioner and implemented and documented daily by 
the residen ' I staff; 

plan forjfwolvement and visitation of the child with birth family 
or gugdians or other natural supports unless prohibited by the  

Thfie services shall be provided by professional and support staff 
,z,empfoyed by or under contract with a licensed child caring agency 
or OSS, or NATE or DATE centers vthu are ficensed to provide 

6 crisis staby d ation plan; and . 
courk'~ 

i 
I 

i . ____ -.."-< residential services. 
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! K. Residential Crisis Stabilization Services I 

hours per day, seven days per week, in a 
based therapeutic environment. It is most 
the placement of a child in inpatient, 

Residential crisis stabilization is defined as short=terq,inentai 
health treatment, usually less than seven (7) days, pveilable 2: 

residential treatment care. 

Appropriate when: 

I 
NOTE: A child shall not be rnovqd‘frorn a hospital based crisis service to a? 
inpatient bed without having that admission approved by the DMS’s Peer R view 
Organization (PRO). f 
Services shall be provided’ by an Independent Clinical Practitioner and 
employed by or under contract t~ a licensed child caring agency, 
DATE or NATE ceqktr IiGensed for residential treatment. 
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i. Nilderness Camp 

outdoor environment. 
build social 

behaviors. 

An individual Clinical Practitioner sh$l i be on-site at ail times. 
/ 

serviLe p'ef?, 
i 

I 

/i 

/'' 

I' 
L 
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V. REIMBURSEMENT 

cf se;’””” V L ,  eiI-iDunt paid iclr the service, sac. 

The payfier-rt rates to be paid ti3 Stibcor-itr~ctoK shali be fiegotiaited 
behvezn the Title V agency, or DCBS or DMHMRS, and the 
contrxtcrr. The negotiated rate shall not be effective untii 
approved by Medicaid. To iacilitafe deveiopment of approvabi 
negotiable rates the Medicaid rebresentative shall, when deerrield 
necessary or appropriate by th,6 I Medicaid Program, participate 
the negotiation process. I 

The Medicaid approval of tbe negotiated rate shall not be 
i 

Reimbursement shall be as follo~vs: 
i i 

sub- 

e 

irs 

i I ,/ 
Payments shall be based on cost. 

When the Title V agency, DCBS or DMH$?§ provides the 
service directly, it shall maintain adequatq service and cost re ~ l : d s  
to show that payment does not exceed cbst. 
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6) if a service is provided by a subcontractor and a: negotiated 

considered to be a non-covered service if a iate is not 
within thirty (30) days. Approval for negotiqfed rates 

Depending on the services provided, a biilable unit of service 

for the service has not been established, the service shall be 

requested in advance of provision of the yetvice except in 
extenuating situations as reviewed and @proved by the DMS. 

7) 
be in increments of: 

a) Fifteen (45) minutes, 

!-i\ Ls ere calendar month, 

i 
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COMMONWEALTH OF KENTUC'FLY 

; 
P 

Prpvider 
whose piricipd place of business is located at the following 

I 

Street 

I t 

c q  ,i State zip codc 
i 



3 .  S c o p e  of l Z g r e e m e n t  
This provider agreement sets forth the rights. 
:esponsibiiiries, tern-5 a d  conditions 
I governing ~5.e -provider's partid3ation in the 
Kenrucin. hlzdificaici program I<entudcv Keejth 
Care Partnership 'Managed Beliuiorai 
Hcattncare Organitxion (MBHO) and ,  fo r  
those providers part icipst ing i n  the 
?artnershipi>T&HO. suppiemexics those teims 
and conditions imposed by  he 
Partnersiup//lBHO governing board. 

3. Medical Services to be Provided 
The provider agrees to provide covered services 
to Medicaid recipients in accordance with all 
applicable federal and state laws, regulations, 

pro:*ision of medical senices accordrng :a Title 
X X ,  rhe approved U-eir~rs for Kentucky and. 
€cr those providers particrpating in the 
PmnesskipfiBHO, a3 ayplicable prcnkrons 
of fi?e pertinent ccntrzct for mznaged care 2nd 
p l i c i ~ s  2nd ;trocfda;r25 dd?iy ridapted bl' the 

* policies, and procedures rdathg lo the - 

P2.X 5&sires, 

L .  Assurarices 
?'he Provider: 
(1) Agrees to maidaxi such :eccrxds. including 

electronic storage media. as are nrcessar; 
to document  the  exrent of services 
furnished to Titie SM. recipients for a 
minimum of 5 years or as required by state 
or federal laws, and for such additional 
time as may be necessary in the event of an 
audit exczption.quality of care issue. 0 2  
other dispute and to furnish the state,chr 
federal agencies nith any inform?ion 
requested regarding payments d+td for 
furnishing services. 

( 2 i  Agrees, to permit represenptives of the 
'Ftate and fcdesd governdent. and for 
i h t e  providers ,part icipating in  
PartnqsMp/hlBHO. -- .---v Skiff of the Kentucky 
Health -care Partnership/h4BHO, to have 
the unrestricted right to examine Inspect, 
copy and audit di records pertaining Eatht. 

I 
provision o i  scwices furnish 
recipients. Such exuninnasio 
copying and audits may 
?riot notice to the 
shall indude the 
stali' during the 

I 
(4) Agrees to cooperate wi 

%t&& agencies to coo 
metlrcal caie for Title 
order to ensure quah 
the pmhion  af dupiirxtel or u y  
m&ii.& servim, I 

1 
(5 )  Assures awareness of the b d O *  of 

~ 

U.S.C. B ]iX!Oa-?b rep u6cd on the 
reverse side of Pas a&& and of the 

205.8483 reiating to M 
Fraud and Abuse, and B 

Administrative W a t i  
Title 907 rektthg to th 
Care Partners 
Healthcare 
Agreements. 

provisions of rats 2osv34f;r ICRS 

I 

PartnershipMBHO. 



(7)  Agrees i~ the followkg: 

a) to assume responsibility for 
appropriate. accurare. and timely 
submission of claims and encounter 
data whether subinitted direcriv by the 
provider or by an agent; 

I) pvment zrid ssttsfactctiofi of c ! a w  will 
be frml fc'cJe;a! and ctzte fimds end 
that m y  %:se c ia im statements, or 
documents o r  concealment iir 
fdsification of a imrertal fact. may be 
prosecuted under applicable federal 
and state law. 

(S) Agrees to participate in the quality 
programs of the' assurance 

partnershipNBH0 and the Department 
for Medicaid Seivices and understznds/fhat 
the data will be used for anaiysis of &dicai 
services provided to assure quality of care 
according to professional standgds. 

/ 

(S), Agrees if the provider is tbe purchaser of a 
'?re-existing busings? 'enrolled in the 
PhtnershipMBKO oiMedicaid program. 
the p~~.&g?&g p&idtx agreLL AF to assume 
m y  outstanding liabilities of the previous 
owners payable to the Partncrship'MBHO 
or Medicaid program. 



(2) Pfle Pmnersiitpi&iBHO agrees to 
reimburse the provider according to the 
provisions o f  the  Parmership/S4BpfQ 
agreement with the provider. Payments 
shall be made only upon receipt of 
appropriate encounter data, d W  and 
reports as prescribed by the 
PmershiplhE3HO governing board. 

6 .  Provider Certification 
. ( I )  If the provider is required to participate or 

hold cerzithion under Title XVIII of the 
Social Securiry Act to provide Title XIX 
s&ces, the provider assurcs such 
partkiption cr certi5'lcaticw is current m d  
ZCri~Vi3. 

di-i 1.7 2 'p'L,"q hcaapiiZ1 
* i t i > i r i C  SCP ICFS 10 ~ ~ Y S O E S  

age 21 arid riixde: t 'w 

Health Gal€ 
organizztiocs I;: the eTwt that the 
Provider is a. gsnerd hospitd, tlie 3rs.vider 
shall be certified for partielparion mder 
Title XVUl of the Social Secunty Act or 
the Joint Commission on the Accreditation 
of Health Care Organizations. 

A. 

7. Lobbying Certification 
The provider certifies. that to the best of one's 
knowledge and belief, that  during th# 
preceding contract period, if any, and duriqg 
the tenn of this agreement: 

(1) No federal appropriated fimds have been 
paid or will be paid. by or on behalf of the 
undersigned. to any person for influence or 
attempting to influence an' officer or 
employee of any agency, 'a Member of 
CongIess. an officer or  employee or 
Qmgreess. or an e'mpioyee of a h.fensber of 

ia- co&iection with the warding 
of any iidiral contrzct. the t11~~:ing of aiiii 

c 
'I 



,/-. Partne:sb,ip/NBHO or Department for 
illediczid Sen6c.s rn a y cermimre t Ir i s 
agreement '"immediately for cause. or in 
accordance with state or federal laws. upon 
written notice served upon the Provider by 
iegiste:cd m a i l  wi th  re turn  rece ip t  
requested. 

(2) If the provider is terminzted by h4e-l' dcare 
or Medicaid. the Pantnership"MBHO shall 
also ierminate the provider f rom 
participation. 

(3) If there is a change of ownership of a 
nursing facility or ICF/MRIDD facility, the 
Cabinet for Health Services agrees to 
autoniatically assign this agreement to the 
fiew owner according to 42 CFR $442.14. 

PROVIDER: 

Name 
,/ 

1 

Title i / 
Date i 

5 

I 

i 

Yarne 

Title 

Date 

Name 

Date 



DEXIAL OF YOUR APPLICATIOS FOR P.4RTICIPATION. /,' 

--__lYy_ 

Nr! the tasr year'? elll j-es - 
[f yes. n~ilen? List name and addreus _I .."-' 

3. 



I 

Include social security number andior IRS t2x identitlcarion as appropriate. 
NAME ADDRESS, ' 

f 
I. 

D J *  

4. 

5 .  

6. 

.. 

ss #/EM:! 

Yes , I '  Yo iF) f j  this fxiiity chain affiliated'? 
(Ifyes. list name. address of C o ~ p r a t t ' ~ ~ ~ .  and E I h + )  

SAME ADDRESS 
k 

ss ft/EM# 

List the names of any other &closing entity in which person(s) bed  
MedicareMedicaid facilities 

ownership ofathl 

PROVID R NUMBERS 
NAME I 1 ADDRESS '1 defined by 42 CFR 455.101 and 102. 

espense. / 

, *' NAME 

x 
L 

I 



List the riame. address. 2nd socia1 security number o f  any imiediate 
authorized under Kentucky hw to prescribe &xgs, medicine. 
equiFment in accordace uih ECRS ’s95.84:7 

member tvho is 1 .  

OR TERMINATION OF THE CURRENT AGREEMENT WITH THS 
AS REQUIRED BY 42 CFR 453.104 AKD KRS CHAPTER 205 AS 

i 
Provider Authorized Signature: $‘certify, under penalty of Iaw, that th-, 

STATE AGENC? 
Ah!ENDED. 

information given I 

Signature: , Date: J 

Program andor for prosecutron fdr Medicaid fraud. I hereby authorize 
Services, the Kentucky He$th Care Partnership or Managed Be 
Organization to make alj’ necessary verification concerning me 

the Cabinet for Heat, 
tavioral Health Ca 

zndior my medic 

participatioii in elre Keiirucky Medicaid Program 
I 





P- 

A-\ 

7 .  

(Social 21 uhiry #) t 9 .  8. 
(Federal Empioyee i.D.#) i < '% 

f l .  I 
I (Medicare Numbers- If pen 

10. 
(License i# and State) 

writing when rece i' 

I I J .  

(Original Lice 
14. 

(Licensing/c~~i~~:ai5n Eoard) 



(4 

,-. 

i8. 

19. 

20. 

21. 

22. 

23. 

1 St - Dete 

2nd Date 

tzttach Copy of Eoard Cenification. 

Federal DEA # and Date Assigned: 

Practice OrganizatiodStructure: 

i / 
i 

(A) Individual (E) Corpo$tion 
(El) Sole Proprietor (F) Public!Senice CC 
(C) Partnership* (GI Gcvpmmtnflon 

Other (D) Estate!Tiust 
Specif 

* 

*Refers to tax structure not Managed Czre Parcnerships 

if Corporation, list p me, address and SS # of O f f i c ~ ~  End Board Menl’sers: 

I 

/ 
*Refers to tax structure not Managed ,fare Partnerships 

If sole proprietor, give name, address, and phone number of owner: 
/ 

i 
f 

,/ 

(A) List name of agent $3 service of process: 

\ 
/ 

)oration * ’ 

’rafit 








